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K0000

A Life Safety Code Recertification,
State Licensure and Quality
Assurance Walk-thru Survey were
conducted by the Indiana State
Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 07/23/12

Facility Number: 002280
Provider Number: 155723
AIM Number: N/A

Surveyor: Lex Brashear, Life
Safety Code Specialist

At this Life Safety Code survey,
River Pointe Health Campus was
found not in compliance with
Requirements for Participation in
Medicare, 42 CFR Subpart
483.70(a), Life Safety from Fire
and the 2000 edition of the
National Fire Protection
Association (NFPA) 101, Life Safety
Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410
IAC 16.2.

This two story facility was
determined to be of Type V (111)

K0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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construction and was fully
sprinklered. The facility has a fire
alarm system with smoke
detection in the corridors, in
spaces open to the corridors, and
in resident rooms. The facility has
a capacity of 60 and had a census
of 54 at the time of this survey.

The facility was found in
compliance with state law in
regard to sprinkler coverage and
smoke detector coverage.

All areas where the residents have
customary access were
sprinklered. All areas providing
facility services were sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 07/27/12.

The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
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K0046 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Emergency lighting of at least 1% hour
duration is provided in accordance with 7.9.
19.2.9.1.
Based on interview and K0046 No specific resident was impacted 08/20/2012
observation, the facility failed to by the cited deficiency.
All resi | ibl
ensure 2 of 2 battery powered residents could possibly be
liah d hiv f affected, but through inservicing
Ight sets were tested monthly tor maintenance has been trained that
30 seconds and annually for 90 the battery powered emergency
minutes. LSC 101, Section 7.9.3 lighting must be tested per Life
requires a functional test shall be Safety Code Standard.
conducted on every required The Director of Plant Operations or
lighti t t 30 designee will test all battery
eme_rgency Ighting system a powered emergency lighting for 30
day intervals for not less than 30 seconds each month and 11/2
seconds. An annual test shall be hours annually and document the
conducted on every required results. The Executive Director will
batte ry powe red emergency audit results monthly to ensure the
. . light over the generator and the
lighting system for not less than 1 .
. generator transfer switch have been
1/2 hours. Equipment shall be properly tested and report to the
fully operational for the duration Quality Assurance team monthly for
of the test. Written records of review and recommendations.
visual inspections and tests shall
Completion Date August 20, 2012
be kept by the owner for P &
inspection by the authority having
jurisdiction. NFPA 110, Section
5-3.1 requires EPS (Emergency
Power Supply) equipment
locations shall be provided with
battery powered emergency
lighting. This deficient practice
could affect all residents, as well
as staff and visitors in the facility.
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Findings include:

Based on interview on 07/23/12
at 11:00 a.m., Plant Operations
Assistant # 1 said there was no
documentation available to show
the two battery powered light sets
located at the generator and in the
generator transfer room were
tested monthly for at least thirty
seconds, and annually for at least
hinety minutes. Based on
observations on 07/23/12 at
12:30 p.m. and again at 12:35
p.m. during a tour of the facility
with Plant Operations Assistant #
1, the two battery back up light
sets at the generator and the
generator transfer switch room
did light up when tested.

3-1.19(b)
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K0048 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
There is a written plan for the protection of
all patients and for their evacuation in the
event of an emergency. 19.7.1.1
Based on record review and K0048 A written safety plan including use 08/20/2012
interview, the facility failed to of K-class fire extinguishers in the
provide a complete written fire :'tfren has been '”dulded in the
. . acility's emergency plan.
Safety plan which included the use All residents could be affected by
of 1 of 1 K-class fire this deficiency and will be protected
extinguishers in the kitchen in the by the same corrective measures.
event of an emergency. The plan The dietary staff has been inserviced
should address all items required on Campus:re P'a';'”i;”:'”ihow
. to activate the overhead hoo
by NFPA 101, 2000 edition, o )
. extinguishing system before using
Section 19.7.2.2. LSC 19.7.2.2 the K Class extinguisher.
requires a written health care The Executive Director or designee
occupancy fire safety plan shall will audit the campus Emergency
provide for the following: Fire Plan to ensure all components
of the Life Safety Code are
(1) Use of alarms .
o addressed in the plan.
(2) Transmission of alarm to the The Quality Assurance team will
fire department review the plan quarterly for review
(3) Response to alarms and recommendation.
(4) Isolation of fire Completion Date August 20, 2012
(5) Evacuation of immediate area
(6) Evacuation of smoke
compartment
(7) Preparation of floors and
building for evacuation
(8) Extinguishment of fire
This deficient practice could affect
all residents and staff near the
kitchen in the event of an
emergency.
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Findings include:

Based on a review of the facility's
Fire plan in the Emergency and
Disaster Preparedness Manual on
07/23/12 at 10:45 a.m. with Plant
Operations Assistant # 1 present,
the Fire plan did not address the
K-class fire extinguisher located
in the kitchen in relationship with
the use of the kitchen overhead
extinguishing system. Based on
interview at the time of record
review, Plant Operations Assistant
# 1 acknowledged the written Fire
plan did not mention the kitchen
staff training to activate the
overhead hood extinguishing
system to suppress a fire before
using the K-class fire
extinguisher.

3.1-19(b)
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K0050 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Fire drills are held at unexpected times
under varying conditions, at least quarterly
on each shift. The staff is familiar with
procedures and is aware that drills are part
of established routine. Responsibility for
planning and conducting drills is assigned
only to competent persons who are qualified
to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of
audible alarms.  19.7.1.2
Based on record review and K0050 No resident was affected by the 08/20/2012
interview, the facility failed to cited deficiency.
provide quarterly fire drill All residents could be affected by
X . this deficiency and will be protected
documentation for 1 of 3 shifts )
by the same corrective measures.
durmg 1 of 4 quarters. This A fire drill was conducted on the
deficient practice could affect all third shift on August 13, 2012. The
residents in the facility. plant operations assistant was
inserviced on the Life Safety Code
i i i for fire drills on all shifts.
Flndlngs include: The Executive Director will audit fire
drill records monthly to ensure
Based on review of the facility's compliance and report to the
fire drill records in the Trilogy Quality Assurance team.
Plant Operations Manual on The Quality Assurance team will
. review the findings monthly and
07/23/12 at 9:45 a.m. with Plant & .
. . make recommendations.
Operations Assistant # 1 present, Completion Date August 20, 2012
the facility lacked written
documentation a fire drill was
conducted during the third shift
(night) of the second quarter
(April, May, and June) of 2012.
This was acknowledged by Plant
Operations Assistant # 1 at the
time of record review.
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K0051 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, National
Fire Alarm Code, to provide effective
warning of fire in any part of the building.
Activation of the complete fire alarm system
is by manual fire alarm initiation, automatic
detection or extinguishing system operation.
Pull stations in patient sleeping areas may
be omitted provided that manual pull
stations are within 200 feet of nurse's
stations. Pull stations are located in the path
of egress. Electronic or written records of
tests are available. A reliable second source
of power is provided. Fire alarm systems
are maintained in accordance with NFPA 72
and records of maintenance are kept readily
available. There is remote annunciation of
the fire alarm system to an approved central
station. 19.3.4, 9.6
Based on observation and K0051 No residents were affected by the 08/20/2012
interview, the facility failed to cited deficiency.
install 1 of 1 fire alarm systems in Allresidents could be affected by
. this deficiency and will be protected
accordance with NFPA 72. NFPA )
by the same corrective measures.
72, 1-5.4.6 requires trouble The Digital Alarm Communicator
signals to be located in an area Transmitter has been modified to
where it is |ike|y to be heard. activate a trouble signal at the three
NFPA 72, 1-5.4.4 requires fire Fire Alarm Code Panel annunciators
. . and can be heard outside the
alarms, supervisory signals, and )
) o ] mechanical room.
trouble signals to be distinctive The plant operations assistant has
and descriptively annunciated. been inserviced on the Life Safety
This deficient practice could affect Code as it relates to annunciators.
all residents, staff and visitors in The trouble signal annunciator will
. be tested by the director of plant
the facility. . .
operations or assistant monthly.
The Quality Assurance team will
Findi ngs include: review findings monthly times three
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Based on observations on
07/23/12 between 11:15 a.m. and
1:30 p.m. during a tour of the
facility with Plant Operations
Assistant # 1, the Fire Alarm
Control Panel (FACP) and the fire
alarm communication panel
(dialer) were both located in the
first floor Mechanical room. When
the Digital Alarm Communicator
Transmitter (DACT) was placed in
trouble from phone line failure at
12:45 p.m., the DACT did actuate
a local audio trouble signal,
however, the local trouble signal
at the DACT did not activate a
trouble signal at any of the three
FACP annunciators located at the
front entrance, and at both nurses'
stations. The first floor
Mechanical room was located in
an area not occupied by staff at all
times of the day, and the local
audio trouble signal at the DACT
could not be heard at either of the
two nurses' stations. Based on
interview at 1:00 p.m., Plant
Operations Assistant # 1
acknowledged the phone line
failure did not send a trouble
signal to any of the three fire
alarm control panel annunciators

months and quarterly thereafter for
review and recommendation.
Completion Date August 20, 2012
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nor could it be heard outside the
first floor Mechanical room.
3.1-19(b)
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